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Introduction
Person-centred care (PCP) is a fundamental concept in health and social care that emphasises treating individuals with dignity, respect, and as active participants in their own care. The concept emerged from humanistic psychology, particularly the work of Carl Rogers in the mid-20th century. Rogers proposed that individuals have the capacity for self-healing and personal growth when supported in an environment characterised by empathy, unconditional positive regard, and genuineness. These principles laid the foundation for PCP, shifting care away from paternalistic models—where professionals made decisions on behalf of patients—towards a more collaborative and empowering approach. (Young et al., 2025)
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Over time, PCP has evolved into a core principle within modern healthcare systems, especially in the United Kingdom. Its development has been influenced by policy and legislation such as the Care Act 2014, which places individual wellbeing, choice, and control at the centre of care delivery. More recently, the Health and Care Act 2022 has reinforced integrated care systems, encouraging collaboration across services while maintaining a focus on individual needs. PCP now extends beyond individual interactions to include shared decision-making, personalised care planning, and co-production with service users, as highlighted in research such as Blackburn (2026).
The theoretical underpinning of PCP is also closely linked to Maslow’s Hierarchy of Needs, which suggests that individuals must have their basic physiological and safety needs met before achieving higher levels of wellbeing, such as self-esteem and self-actualisation. In practice, this means that healthcare professionals must address not only physical health but also emotional, social, and psychological needs to deliver truly holistic care. (Ingard et al., 2026)
Despite its widespread acceptance, PCP has faced several critiques. One key criticism is that it can be difficult to implement consistently in real-world settings due to time constraints, staffing shortages, and organisational pressures. In busy healthcare environments, professionals may struggle to provide fully individualised care, leading to what some describe as “tokenistic” PCP, where the concept is acknowledged but not fully practiced. Additionally, critics argue that not all patients wish to be actively involved in decision-making, and some may prefer a more directive approach from healthcare professionals.
In response to these critiques, there has been a stronger emphasis on training, reflective practice, and organisational support to ensure that PCP is meaningful and sustainable. Professional bodies such as the Nursing and Midwifery Council have incorporated PCP into their codes of conduct, reinforcing accountability and patient-centred values. Furthermore, healthcare systems are increasingly adopting flexible approaches that recognise individual preferences, allowing care to be tailored to the level of involvement each person desires.
Overall, PCP has developed from a psychological theory into a central pillar of modern healthcare practice. While challenges remain in its implementation, ongoing policy support, education, and professional commitment continue to strengthen its role in improving care quality and patient outcomes.






The Social Model of Disability is a theoretical framework that distinguishes between impairment (a person’s physical, sensory, or cognitive condition) and disability, which it defines as the social barriers that restrict participation in society. First articulated by activists and scholars such as Michael Oliver, the model challenges earlier approaches like the medical model, which locates disability solely within the individual as a problem to be treated or cured. Instead, the social model argues that disability is produced by inaccessible environments, discriminatory attitudes, and institutional exclusion. For example, a wheelchair user is not inherently “disabled” by their impairment but becomes disabled when buildings lack ramps or lifts. This perspective shifts responsibility from the individual to society, emphasizing the need for structural change. As Oliver (1990) argues, disability should be understood as a form of social oppression rather than a personal tragedy. This reconceptualization has been foundational in disability studies and has informed policy frameworks, including the World Health Organization International Classification of Functioning, Disability and Health (ICF), which integrates social and environmental dimensions of disability (WHO, 2001).
The importance of the social model lies in its transformative impact on both theory and practice. By reframing disability as a societal issue, it has empowered disabled people to advocate for rights, accessibility, and inclusion, contributing to global movements for equality such as the United Nations Convention on the Rights of Persons with Disabilities (CRPD). This model underpins legislation and policies that promote inclusive design, anti-discrimination measures, and equal opportunities in education and employment. Furthermore, it has influenced professional practices across fields such as social work, education, and healthcare by encouraging practitioners to focus on removing barriers rather than “fixing” individuals. Critics note that the model may underplay the lived experience of impairment, including pain or medical needs (Shakespeare, 2006), yet its core contribution remains vital: it challenges deeply rooted assumptions about normality and ability. In an increasingly diverse society, the social model provides a critical lens for understanding inequality and promoting social justice. It is particularly relevant in contemporary discussions about inclusive environments, digital accessibility, and intersectionality, where disability intersects with factors such as race, gender, and class. Ultimately, the model’s emphasis on collective responsibility and systemic change makes it an essential framework for creating a more equitable and inclusive society.
The development of the chosen concept 
The Social Model of Disability emerged in the 1970s from activism led by disabled people, particularly through the Union of the Physically Impaired Against Segregation (UPIAS). This group rejected dominant medical interpretations of disability and argued that social exclusion—not impairment—creates disability. Early formulations were later developed academically by Michael Oliver, who formalised the model and distinguished between impairment and disability (Oliver, 1990). This marked a major shift from individualised explanations toward a structural understanding of inequality.
As the model developed through the 1980s and 1990s, it became central to disability studies and policy debates. It influenced legal and institutional reforms, including anti-discrimination legislation and accessibility standards. The model expanded beyond physical barriers to include attitudinal and systemic obstacles, shaping frameworks such as those promoted by the United Nations in disability rights conventions (Barnes, 2003). Its growth reflected broader social movements advocating equality and human rights.
Despite its influence, the social model has faced significant critiques. Scholars such as Tom Shakespeare argue that it underplays the lived reality of impairment, including pain, illness, and medical needs (Shakespeare, 2006). Critics also suggest that the strict separation between impairment and disability is overly simplistic and does not fully capture complex individual experiences, particularly in cases of chronic illness or mental health conditions.
In response, the model has evolved into more nuanced approaches, including biopsychosocial perspectives that integrate both social and medical dimensions. While implementation has improved accessibility and awareness, challenges remain, such as inconsistent policy enforcement and persistent social stigma (WHO, 2001). These limitations highlight that, although transformative, the model requires adaptation to address diverse and intersectional experiences of disability.
Application of the concept in practice
The Social Model of Disability has significantly influenced health and social care by shifting focus from individual impairment to societal barriers. In practice, this has led to policies that prioritise accessibility, independence, and inclusion rather than institutionalisation or purely medical treatment (Oliver, 1990). Health and social care services increasingly aim to remove environmental and attitudinal obstacles that restrict participation.
One major application is in disability rights legislation and policy frameworks influenced by organisations such as the United Nations. The Convention on the Rights of Persons with Disabilities promotes equal access to healthcare, education, and employment, encouraging services to adopt inclusive and person-centred approaches (UN, 2006). This has reshaped care delivery to emphasise empowerment and autonomy.
In practice, the model is evident in person-centred care planning, where individuals are involved in decisions about their support needs. Social care services now emphasise independent living, community-based support, and accessible environments rather than segregated care settings (Barnes, 2003). Healthcare providers are also encouraged to address communication barriers and provide reasonable adjustments.
However, implementing the model has presented challenges. Health systems still rely heavily on the medical model, creating tension between treating impairment and addressing social barriers. Limited funding, inadequate training, and inconsistent policy application can restrict the effectiveness of inclusive practices (Shakespeare, 2006). These gaps can result in unequal access to services.
Despite these challenges, the social model remains a guiding framework in modern care. Organisations like the World Health Organization promote integrated approaches that combine medical and social perspectives (WHO, 2001). While not without limitations, the model continues to drive progress toward equitable and inclusive health and social care systems.
Recommendations for policy and practice
To strengthen the application of the Social Model of Disability in health and social care, policy should prioritise consistent implementation of accessibility standards across all services. This includes ensuring physical environments, communication methods, and digital systems are inclusive and barrier-free. Governments and organisations should enforce existing legislation more effectively to reduce inequalities in service access (Oliver, 1990).
A key recommendation is increased investment in workforce training to embed both the social model and person-centred care into everyday practice. Professionals should be equipped to recognise and challenge structural barriers while supporting individual needs. Continuous professional development and reflective practice can help reduce tokenistic approaches and improve care quality (Shakespeare, 2006).
Collaboration between service users and providers should also be strengthened through co-production. Involving individuals in designing and evaluating services ensures that care systems reflect real needs and preferences. This aligns with rights-based approaches promoted by organisations such as the United Nations, enhancing empowerment and autonomy in care delivery (UN, 2006).
Finally, integrating social and medical perspectives is essential for holistic care. While the social model highlights structural barriers, combining it with frameworks from the World Health Organization can ensure that both environmental and health needs are addressed. This balanced approach can improve outcomes, reduce disparities, and support sustainable, inclusive health and social care systems (WHO, 2001).




Conclusion
The Social Model of Disability and person-centred care emphasise dignity, inclusion, and removing societal barriers. Both frameworks shift focus from individual deficits to empowering individuals and improving accessibility within health and social care systems (Oliver, 1990).
Despite challenges in implementation, these approaches remain essential for promoting equitable, holistic, and rights-based care, supported by ongoing policy development and professional practice improvements 
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